Abstract: This theoretical paper explores the need to use posttraumatic growth (PTG) as a framework when studying sexual minority women (SMW) who are survivors of intimate partner violence (IPV) to examine the relationship between risk factors such as stress, anxiety and alcohol use and to understand the role of protective factors through mining for the presence of posttraumatic growth (PTG). Despite a call for continued research in this highly vulnerable population, representative studies of SMW and PTG remain extremely limited. Research that examines the relationship between IPV, behavioral health issues, and posttraumatic growth would provide the opportunity to develop tailored intervention models and opportunities for program development to decrease isolation and increase factors of posttraumatic growth. In particular, the impact of how interpersonal relationships as potential mediators and/or outcomes of posttraumatic growth (PTG) needs to be explored more thoroughly. PTG is a valuable framework for vulnerable populations such as sexual minority women because it focuses on how transformative change may result from traumatic experiences such as surviving IPV.
Literature Review

Understanding Intimate Partner Violence and Sexual Minority Women
Intimate partner violence (IPV) is a significant public health issue and a prevalent social problem with up to 1.5 million women experiencing IPV in the United States in their lifetime, and upwards of 37% of women survive IPV in Southeast Asian, Eastern Mediterranean, and African countries [1] [2] [3] . In the United States, one in four women will experience severe physical violence from an intimate partner, one in ten women will be raped by an intimate partner, and nearly 50 percent will experience psychological aggression from an intimate partner in their lifetime [4] .
IPV has been shown to cause increased mental health struggles including depression and anxiety, substance use and dependence disorders and Post Traumatic Stress Disorder (PTSD) [5, 6] . However, most of the research conducted on IPV uses a heterocentric lens and focuses on heterosexual relationships. Risk factors increase exponentially when considering multiple systemic stressors and a history of historical trauma towards sexual minority women (SMW). Researchers who explore IPV in same-sex relationships have shared diverse findings. Frankland and Brown [7] found that levels of coercive control and patterns of violence in same-sex relationships are similar to categories identified in research with heterosexual couples, but did not look exclusively at women, while Gehring and Vaske [8] found that IPV in same-sex relationships led to increased levels of depressive symptoms and higher levels of involvement in violently delinquent behavior. Other theorists have explored more mezzo factors such as Sorensen and Thomas [9] who investigated societal views towards IPV in same-sex relationships and Baker et al. [10] who examined how cultural and systemic factors can be explored when gender biases are removed by looking at same-sex IPV.
Minority Stress Theory as a Theoretical Lens
One of the most frequently cited theories when researching or developing programs for sexual minorities is Meyer's [11] Minority Stress Theory model. Minority stress theory states that those with marginalized sexual identities can have increased physical, mental and behavioral health outcomes [12] . Early research typically focused on both males and females in the LGB community, with only a recent focus of understanding gender-specific differences of minority stress [13] . The phrase 'sexual minority stress' currently refers to the experience of anyone who identifies as a sexual minority including men, women, and non-binary persons. However, there are unique features to the experience of sexual minority women including both internal stressors such as internalized homophobia (also known as internalized heterosexism), external life-events, perceived external stress and dual (multiple) stigmatization as women, as sexual minorities and the particular vulnerability to the intersection of other marginalized identities such as race that remain unexplored in the current research [12, 14, 15] .
Sexual minority women (SMW) experience increased discrimination, stress and victimization more than non-minority women, which then is typically associated with even higher rates of mental health issues, particularly depression and anxiety and subsequent risk for substance use as a coping mechanism [12, [16] [17] [18] [19] [20] . Risk factors continue to increase when taking into consideration geographic locale as research demonstrates that the more rural geographic area in which a sexual minority person resides, the greater the risk for health disparities [21] and lower use of health care and preventative services, including behavioral health supports [22] .
Findings for SMW when considering IPV exclusively remains mixed in terms of prevalence as compared to heterosexual women. While we understand that general risk factors are higher for SMW, it is unclear as to whether or not the phenomenon of intimate partner violence actually occurs more in same-sex relationships. Some studies demonstrate rates of 25-50 percent in partnered lesbian relationships [23, 24] , some demonstrate lower rates of IPV in partnered lesbian relationships than in heterosexual relationships [25] and others showing rates upwards of 75 percent (15 percent) higher than heterosexual women [3, 26] . In general, a thorough understanding of the prevalence of rates of IPV in same-sex relationships is challenged by a number of factors that include difficulty securing representative samples of queer women, difficulty or assumptions made between the perpetrator and the abuser, a general underreporting of the abuse, and a lack of a commonly agreed-upon definition of partner abuse [25, 27] . The greatest levels of risk within the sexual minority community appear to be for bisexual women, with transwomen remaining significantly underrepresented in the literature [26] . This confusion regarding the occurrence of IPV in relationships of SMW is often due to study design as well as the heterocentric design of instruments [28, 29] .
Measurements
There are many assessment tools that measure some form of violence and abuse but few that do so specifically for SMW. General research challenges with IPV include multiple sampling issues and the timing of data collection when exploring this population due to where the data is gathered, such as short-term emergency housing or while the respondent is completing domestic violence programming, and there are significant challenges of follow-up due to frequent moves and loss of contact with various networks often due to ongoing safety issues [30] [31] [32] .
However, specific to SMW, in addition to timing and sampling challenges, there are multiple issues with the measurement tools used to gather the data. Most assessments are lacking because of the heterocentric design of the instruments, which generally assume a heterosexual relationship and that the female is the victim. Typically, instruments that gather information about the experience of intimate partner violence use gendered language such as asking about one's boyfriend or husband. In addition, the nature of the power and control within relationships is different among SMW. For example, one lesbian partner may threaten to "out," or disclose the sexual orientation of the other lesbian partner at work. Finally, instruments do not typically gather data on minority stress oriented fears, such as 'are you afraid of being outed by your partner' or 'what has your experience been like with law enforcement' officials, yet current research demonstrates one form of psychological control and aggression in same-sex relationships surrounds being 'outed' and that there is greater reluctance to call the police during an incident of IPV due to law enforcement officials who have been shown greater rates of discrimination towards same-sex couples when answering a domestic violence call [25, 27, 33] . Likewise, a partner could threaten to disclose transgender status. In the United States, there is no federal law that prevents firing a lesbian or a trans person because she is a lesbian or trans person so this threat can wield a significant amount of control and is not assessed in any of the scales. Two scales address these issues better than the majority of existing measurement tools are the Conflict Tactics Scale (CTS) and the Lesbian Partner Abuse scale (LE-PAS-R).
Among the available scales that measure IPV, two scales were selected to be reviewed more critically: CTS & LE-PAS-R. The CTS, short form (CTS2S) is a 20-item assessment tool shortened from the 80-item full CTS [34] . The goal of the CTS is to assess the tactics that are used by parents, children, couples etc. to control or abuse others. The CTS2S is a shortened version to assess couples and their tactics whether they are contributing to abuse or the victim of abuse. Examples of questions include, "I insulted or swore or shouted or yelled at my partner," "I pushed, shoved, or slapped my partner," "I punched or kicked or beat up my partner." Respondents can answer: Once in the past year (1); twice in the past year (2); 3-5 times in the past year (3); 6-10 times in the past year (4); 11-20 times in the past year (5); more than 20 times in the past year (6); not in the past year, but it did happen before (7); and this never happened (8) . The CTS2S scale is a relatively brief scale, the questions are gender neutral and relationship status also uses the neutral term "partner" but the questions and scoring are complicated and difficult to understand. In addition, there are no internal reliability scores since the instrument is not summed to create a total score [34] .
The Lesbian Partner Abuse Revised Scale (LE-PAS-R) is a measurement tool specifically geared towards women in relationships [35] . The LE-PAS-R is a 25-item measurement tool with six factors: communication and social skills, substance abuse, intergenerational transmission of violence, fake illness, internalized homophobia, and status differentials. Example questions include: "my partner yells at me," "drinks alcoholic beverages excessively," "threatens to tell people, who do not know, that I am a lesbian," and "is an angry drunk. Responses include never (1); very rarely (2); a little of the time (3); someone of the time (4); a good part of the time (5); and very frequently (6) . The LE-PAS-R has strong reliability (r = 0.94) [35] . The scale may be useful for cisgender females in same-sex relationships but does not consider bisexual, pansexual or trans*women, which perpetuates continued invisibility in the research.
Conceptual Models for Sexual Minority Women
Unfortunately, little is known about the causality of IPV in SMW relationships. While there are conceptual models that address stage of change for survivors of IPV preparing to leave [36] , this is a general model that includes all women, primarily those who are heterosexual but may include some participants who are in same-sex relationships. Currently, the only conceptual model of the relationship between general risk factors of IPV and partnered lesbian women has found that minority stress, anger and alcohol use have significant roles in perpetrating IPV and psychological aggression within lesbian relationships [13, 37] . However, this does not take into consideration unpartnered lesbian women, women who identify as bisexual or pansexual, or trans*women. In fact, except the LE-PAS-R scale, there are no validated instrument measuring IPV in lesbian/queer identified relationships. [28, 35] and a long and significant history of measurement issues in using standardized instruments when examining IPV and the LGBT community [38, 39] . Current research, although increasing in frequency, relies on instruments missing the nuances of relationships between SMW [28, 29] .
Resilience Versus Posttraumatic Growth
There has been confusion in the literature about the difference between posttraumatic growth (PTG) and resilience [40, 41] . Resilience is frequently identified as a personality trait where one resists the impact of the trauma; or conversely is seen as an adaptive response where someone rebounds to a pre-trauma level of functioning after they have 'recovered' from the trauma [42] whereas some theorists argue that posttraumatic growth (PTG) is a form of resilience, and some argue that PTG stands on its own, and needs to be a more important framework because it does not rely on individual personality or temperament characteristics [40, 41, 43, 44] . Resilience is often measured as the absence of symptoms, whereas PTG is the presence of a positive outcome. Posttraumatic growth posits that someone does not return to their prior state of functioning because the process of surviving the trauma and the following period itself can be a transformative process and the person is different (and has experienced growth) because they have survived the trauma. In order to not place individual burden on marginalized populations, such as SMW, the authors argue that PTG should be the framework through which IPV is explored and consider PTG as a potential form of adjustment to traumatic events [40, 45] . Minority stress theory suggests that holding significantly marginalized identities is in itself a stressor, and based on one's experiences in the world, can be traumatic. When these identities are considered in relationship to IPV, what personal transformation may occur from surviving these traumas? Understanding what positive personal and worldview changes that can come with being a survivor may help empower sexual minority women and mitigate the impact of minority stress, which is important for behavioral health providers in terms of treatment planning and service provision. Also noteworthy is that IPV tends to occur over a long period of time, suggesting that it may be difficult to resolve the trauma due to its ongoing nature (Amanor-Boadu et al. [46] [47] [48] ). In fact, Uloa et al. [49] state that this timeline keeps the trauma of IPV in its own particular category as compared to other traumas, such as a life-threatening illness, and thus needs to be examined through a different lens. The transformative aspect of PTG, which is not based on returning to a baseline, pre-trauma level of functioning may then be a more appropriate fit for analysis of IPV with SMW. These suggestions for research and implications for practice will be discussed in greater detail below.
Posttraumatic Growth
Posttraumatic growth was initially developed in the 1990s by Calhoun and Tedeschi, who defined PTG as the struggle with traumatic exposure, such as IPV, individuals may also experience tremendous personal growth in five particular domains: relating to others, personal strength, new possibilities, appreciation of life and spiritual change. This is not necessarily a universal experience for all survivors of trauma, but there can be this paradoxical effect that something initially experienced as negative can bring about positive psychological changes through a transformative process [45] . The framework of PTG was initially grounded in qualitative research and identified three domains. This was followed by the development of the quantitative measurement tool, the Posttraumatic Growth Inventory (PTGI). PTG does not deny that suffering occurs as part of experiencing a traumatic event and Calhoun and Tedeschi [50] are clear that the experience of PTG is not considered universal for all trauma survivors.
The PTGI [50] is a 21-item self-report inventory that measures an individual's perception of positive change following a traumatic life experience. Items are rated on a scale from 0 ("I did not experience this change as a result of my crisis") to 5 ("I experienced this change to a very great degree as a result of my crisis"). Responses to items are summed to produce a total PTG score which ranges from 0 to 126, with higher scores indicating higher posttraumatic growth. The PTGI indicates five domains of growth, or factors: (1) new possibilities ("I established a new path for my life"); (2) relating to others ("Knowing that I can count on people in times of trouble"); (3) personal strength ("Knowing I can handle difficulties"); (4) appreciation of life ("An appreciation for the value of my life"); and (5) spiritual change ("A better understanding of spiritual matters"). The overall PTGI has excellent internal consistency (a = 0.90) [51] . The five factors have acceptable to good internal consistency: new possibilities has 5 items (a = 0.84), relating to others has 7 items (a = 0.85), personal strength has four items (a = 0.72) appreciation of life has three items (a = 0.67) and spiritual change has two items (a = 0.85) [51] .
Posttraumatic Growth and Intimate Partner Violence
While reviewing overall quantitative studies looking at outcomes of PTG and how it relates to IPV within heterosexual relationships, the limited results are variable. Valdez and Lilly [52] found in their study of PTG in female (heterosexual) survivors of IPV, and similar to earlier research conducted by Calhoun and Tedeschi [53] , that 87% of their respondents reported PTG post-IPV related trauma found that women who experienced more abuse in their relationships experienced higher rates of posttraumatic growth. Doane [54] explored the role of timeline posttrauma and found that the greater the distance the participant had from the abusive relationship, the higher the scores on the PTGI, but this study looked at IPV survivors in comparison to violent crime survivors and did not focus on sexual minorities.
The use of PTG to more deeply understand the impact of IPV could also address another long-standing issue regarding research around the experience of IPV for all survivors, not just SMW. Extensive research on the effects of IPV inclusive of all women tend to fall into one of two categories. The first group consists of women who are concurrently experiencing, or have just recently experienced IPV during the data collection process and have been shown to have increased behavioral health symptoms including higher levels of anxiety, depression, substance use, and psychosocial stress [31, 55] or longitudinal studies of the consequences of IPV on behavioral health for both the survivors of IPV themselves as well as the impact on children who experience IPV in the home [56] [57] [58] . Most research focuses on short-term impact or long-term effects of IPV, but there is a lack of clarity in current research delineating any differences between the intermittent experience or single-incident IPV versus longer-term IPV and further research on any possible distinction between the two is needed. The lens of PTG considers trauma as an experience whether it happens once or repetitively, and could provide a deeper understanding of which domains are the least, or conversely, most likely to manifest, particularly if there are differences between single/short-term IPV and longer term IPV. Not only do more inclusive and nuanced measurement tools need to be developed for SMW, but the lens through which survivors integrate their past traumatic experiences could benefit from the empowerment approach taken by PTG theory particularly for groups that experience multiple points of oppression and marginalization.
Posttraumatic Growth and Sexual Minority Women
Research focusing specifically on trauma and SMW has called for a deeper look into factors of resilience, especially the role of social support [59] . Models of resilience include conceptual frameworks such as stress-related growth (SRG) and posttraumatic growth (PTG). Bonet, Wells and Parsons [60] explored SRG as an aspect of the coming out process for lesbian and bisexual women, Putney, Leefmeaker and Herbert [61] have looked at aging lesbians, SRG and social support, while Golub, Walker et al. [62] explored SRG, social support and HIV risk for transgender women and Calabrese et al. [63] looked at SRG for SMW in terms of minority stress. Although stress-related growth touches on some of the same factors of personal improvement following stress, there are critical epistemological differences in that SRG encompasses developmental life stressors and everyday stressors, whereas PTG focuses on a traumatic event in which someone's assumptive world is challenged and shattered [53, 64] .
For the purposes of this conceptual argument, intimate partner violence (IPV), single-episode, or ongoing violence, will be considered as a traumatic event. Trauma, as conceptualized by Calhoun and Tedeschi [50] is identified as a singular or repeated traumatic event, also known as a crisis or major stress, that is defined by very difficult circumstances that "significantly challenge or invalidate important components of the person's assumptive world" and thus the posttraumatic framework should be explored when considering risk and protective factors in working with survivors of IPV. PTG has been identified as present with survivors of assault in particular areas of the five domains, including become a stronger person and identifying higher levels of empathy with others, yet there remains a gap in exploring PTG and IPV as a whole, particularly to seek understanding as to why growth may not be seen in some but not all five domains [52, 65, 66] .
In terms of sexual minority communities, Calhoun and Tedeschi's specific model of PTG has been explored with HIV-positive gay men [67, 68] and with military veteran transgender elders and identity [69] , yet significant gaps remain in terms of factors of PTG within SMW. Our study calls for deeper and more specific quantitative and qualitative research in exploring the relationship between IPV and the potential for PTG in sexual minority women.
Proposal/Implications
The authors propose using the PTG framework to analyze the phenomenon of how SMW may integrate the experience of IPV to move forward with their lives, particularly in order to develop more inclusive programs and services. The analysis of IPV through the lens of PTG would allow for the exploration of which of the five domains do SMW experience the most or, conversely, the least amount of PTG following the experience of surviving IPV. What role and what significance does minority stress play in understanding the experience of trauma and psychological growth when exploring risk factors and protective factors in same-sex relationships? One of the five domains of PTG is relation to/with others and as such, what role does social support exactly play in terms of relating to others when a sexual minority identity is factored in? How is this social support sought out and does it differ from those who hold dominant identities? Limited research demonstrates that SMW can have higher factors of resilience through social support within sexual minority communities [70, 71] , but resilience focuses more on aspects of individual temperament. How is social support sought out for women who have fled their residence to live in an emergency shelter, particularly if they have been ostracized by their family-of-origin for their sexual identity, or how might a trans*woman seek out social support in a shelter system designed around heterocentric norms? Another question for analysis would focus on the improved outcome of spirituality or spiritual activities for sexual minority women who demonstrate PTG after experiencing IPV, or is that a domain that is limited because sexual minorities often experience discrimination and/or exclusion in many worldwide religions?
For the domain of new possibilities, does sexual minority status and female-identified gender factor into how this domain may manifest as PTG? Or conversely, is the intersection of gender and sexual minority identity such an additional stressor with deep systemic roots so that new possibilities may be more limited for marginalized populations than for those with dominant identities. Minority stress may also impact the experience of the fourth domain: appreciation for life. Minority stress theory posits that a minority identity leads to increased stress, and has inherent risk factors, which may directly contribute to the experience of not appreciating one's life due to holding a historically oppressed identity. And finally, does internalized heterosexism limit the belief in personal strength, the fifth factor, or does surviving multiple layers of oppression contribute to higher levels of improvement in this specific domain?
In addition to PTG as a lens through which to understand survivorship of SMW who experience IPV, the authors recommend the development of scales that speak to the nuanced experience of sexual minorities as a whole particularly in terms of language, as well as revisions to the Conflict Tactics Scale (CTS2S) and the Lesbian Partner Abuse Scale (LE-PAS-R) specifically for SMW. Both scales have strengths but need revision to be fully inclusive of SMW. The brief CTS2S scale has gender neutral questions but the complicated scoring makes it unlikely to be used by practitioners. The LE-PAS-R focuses on lesbian cisgender woman but does not consider bisexual, pansexual or trans*women. Revisions to these scales may be useful when examining the levels of IPV in SMW. Using both the PTGI and a measurement tool designed for IPV survivors would provide a deeper lens through which to understand the impact of IPV. The authors also call for a greater understanding of how multiple systemic factors such as race, geographic locale, socioeconomic status and social support may influence the presence of posttraumatic growth following the experience of IPV. This could include how these factors may facilitate or hinder the growth of PTG and have practice as well as program development implications for emergency shelters, law enforcement officials, medical practitioners, and behavioral health care providers.
Conclusions
By understanding the intersection of minority stress, intimate partner violence and the possibility of posttraumatic growth, stronger programs in emergency shelters and in inpatient and outpatient counseling programs could be developed and implemented that are tailored to the nuanced needs of SMW. Deeper understanding of how individuals and marginalized groups can adapt positively from experienced trauma answers Valdez & Lilly's recent [52] call for a more comprehensive framework for working with trauma survivors. Through a clearer understanding of this posttrauma adaptation, more nuanced programming that fosters these domains may prevent future behavioral health risk factors for survivors and increase the ability to not only survive, but thrive. Knowledge as to how PTG can be facilitated for all survivors of IPV would make a significant contribution to better emotional and behavioral health outcomes and has the ability to strengthen the curriculum of both policy-based and clinical social work programs. The intersection of these variables viewed through a lens that specifically takes into consideration the unique stressors faced by sexual minority women would allow for more reliable data to be gathered so that more sustainable and tailored programs and interventions could be developed so that more positive outcomes may be perpetuated.
